STATE OF CALIFORNIA » HEALTH AND WELFARE AGENCY

DEPARTMENT OF SOCIAL SERVICES
744 P Street, Sacramento, CA 95814
(916) 445-9537

April 30, 1981

ALL=COUNTY LETTER NO. §iwk7
TO: ALL COUNTY WELFARE DIRECTORS

SUBJECT: FOOD STAMP FORMS

REFERENCE:

This letter fransmits the second major forms package developed as pari of the
statewide food stamp forms system. The firsi package was transmitted by

ACL 80-66, dated November 5, 1980, and contains policies and procedures
concerning form modification requests which also pertain to the attached forms.
This package transmits five new forms, designates three existing forms as
reguired forms, and provides instructions for all eight forus. Also included fs
s description of each form, implementation instructions and ordering -
procedures.,

The new forms and instructions in this package were developed with the
assistance of the CWDA Food Stamp Forms Subcommittee. 1In addition, comments
receivaed from other counties were considered., The Food Stamp Program Manhagement
Branch (FSPMB) appreciates the contribution of all those counties which
participated in this effort,

Attachment 1 provides a brief description of the surpose of each form. Copies
of the forms themselves are ajsc attached, along with instructions. These
instructions were developed primarily as a training too! to assist counties.
The instructions address key areas and are meant to supplement the Food Stamp
Manual and individual county handbooks.

Attachment 2 shows the specific designation and the implementation date of each
form. A1l counties will be reguired to use these forms as of the implementation
dates uniess a form modification request is approved according to the proceduras
prescribed in ACL 80-66, Attachment 3. All existing approvals to substitute
county-developed forms in place of any of the eight forms contained in this
package are rescinded as of the implementation date of each form. Those
counties which will use computer-generated forms instead of state-printed forms,
including the Case Data System, are required to submit their forms to the rSPMB
for approval. County requests to modify a state form must be submitted and
approved prior to the state form implementation date., Any county which is
experiencing operational difficuliies which prohibit timely implementation must
request an extension of time o implement,

GEN 654 (9/79)
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Three of the new forms in this package {(DFA 377,74, OFA 377.78 and DFA 377.7C}
are reguired to implement revised fraud disqualification/recoupment reguizations.
Because the impiementation date of these regulations does not allow sufficient
time to print forms end to stock the warehouse prior to implementation, an
interim supply of forms will be sent directly to esach county by dune 1, 1981.
Thereafter, counties should order the forms from the warehouse using the

GEN 727B County Forms Order. The other forms in this package are already in the
warchouse or will be available no later than 30 days prior to their implementa-
tion dates. Counties will be notified when stock 1is received by the warehouse
by the GEN 127, Notice of Form Change. Attachment 3 of this letter provides
estimates of when stock will be available and cother information to assist
counties in correctly ordering these forms.

Those counties wishing to print their own forms will be provided camera-ready
copies. Please contact Linda Gregory at (916) 445-9537 to request camera-ready
copies,

In addition, counties should note that the requirements issued by All-County
Letter 81-728 and clarified by Ali-County Letter 81-38 to provide additional
Tanguage concerning aid paid pending do not apply to the DFA 377.7A and the
DFA 377.78. Since there are no provisiens in fraud cases for the continuation
of bernefits pending a state hearing, this additional language must not be
provided with these two notices. When a Notice of Action DFA 377.1 is provided
to the household 2long with the DFA 377.7A, the stuffer notice containing the
additional Tanguage should be attached to the DFA 377.1.

Should you have any questions about the use of these forms, the implementation
dates, or modification policies, please contact your Food Stamp Program
Menagement Consultiant.

Sincerely,
7

o

A
KYLE S. McKINSEY
Deputy Divector

cos  CWDA
Case Data




ttachment 1
DESCRIPTION OF FORMS AND MAJOR CHANGES

DEA 287 Food Stamp Program Identification Card

The DFA 287 is issued to each certified household as proof of progranm
eligibility. It must be presented when the head of household, designated
authorized representative, or any responsible household member redeems an
Authorization to Participate card (ATP) or, 1if reguested, when food stamps are
used to purchase consumable items, or in HIR counties, when the household
osbtains its coupons,

This form has not been revised but rather instructions for its use are provided.
In addition, the form has been designated as required - substitutes permitted
and must be implemented by 211 counties untess a form modif tcation reguest is
approved prior to the implementation date,

DFA 303 Replacement Authorization/Affidavit for Authorization to Participate
Card (AlP) or rood Coupan Books

The OFA 303 is a form completed by the housenold or any authorized representa-
tive and the county. This form is used to (1) initiate & request for a .
replacement ATP/food coupon book(s), (2) verify that replacement of an ATP/food
coupon book(s) is appropriate, and (3) acknowledge receipt of a replacement
ATP/food coupon book({s).

This form combines the old DFA 303 and the old DFA 303.1 to provide o single

form for repiacing ATPs or food coupon books.

DEA 377.6 Food Stamp Notice of Request for Repayment of Extra Food Stamps and
Right to Reguest a State Hearing

The DFA 377.6 is used by the Eligibility Worker to notify a food stamp household
that food stamp benefits were overissued and the amount that should be repaid.
This form is used to seek repayment of nonfraud and potential fraud
overicsyances which occurred within the 12 months prior to the date of
discovery.

The backside of the DFA 377.6 explains the household's right to request a state
hearing.

This form has not been revised but rather instructions for 1its use are provided.

In addition, the form has been designated as required - no substitutes and must
be implemented by all counties.

NEA 377.7A Food Stamp Notice of Action Taken on Your Fraud Hearing

The OFA 377.7A is used by the county to notify an individual that he/she has
heen found auilty of fraud, that he/she will be disqualified for a certain
seriod of time, and provides information to the rest of the household concerning
its eligibility for food stamps during tnhe disqualification period.




The backside of the DFA 377.7A explains the rest of the household's right fo
request a state hearing if it disagrees with the amount of food stamp benefits
it will receive during the disgualification period. If the household requests a
hearing, benefits will not continuye until the hearing at the tevel prior to this
notice.

This is a new form.

DEA 377.7B Food Stamp Fraud Repayment Notice

The DFA 377.78 is used by the county to notify an individual found guiity of
fraud that he/she must agree to repay the amount of food stamps received
fraudulently before he/she will be eligible to participate in the Food Stamp
Program,

This notice is initially sent at the same time as the Food Stamp Fraud Repayment
Agreement, DFA 377.7C, and is sent again if the individual fails to sign and
return the Repayment Agreement or fails to make repayment as agreed.

The backside of the DFA 377.7B explains the individual's right to request a
state hearing. If the household requests a hearing because of an allotment
recuction invoked by the county, the reduction will not be delayed pending the
results of the hearing.

This form replaces the DFA 377.7, Food Stamp Fraud Repayment Nofice and Right 1o
Request a State Hearing. The major revision to this form is the inclusion of
the provision that the fraudulent individual must agree to repay the amount of
food stamps obtained fraudulently or continue to be disqualified from partici-
pating in the program. In addition, the language and repayment requirements are
generally stronger.

OFA 377.7C Food Stamp Fraud Repayment Agreement

The DFA 377.7C is used by the county to secure a written repayment agreement
with an individual found guilty of fraud. This agreement is sent to the
individual with the Food Stamp Fraud Repayment Notice, DFA 377.78.

This s a new form.

DFA 386 Nonreceipt of Authorization to Participate Document Because of
Mechanical Disaster R

The DFA 385 is a form completed by the head of household or authorized
ropresentative and the Eligibility Worker. This form is used to {1} certify
that a household was not provided an Authorization to Participate card [ATP)
because of a breakdown in equipment or mechanical failure, (2} certify that the
household did not receive an ATP or food stamps for the period specified; and,
(3) acknowledge receipt of a replacement ATP.

This form has not been revised but rather instructions for its use are provided.



OFA 847 Claim Determination Worksheet

The DFA 842 is used to document claims against any household that has received
more food stamp benefits tnan it is entitled to receive. This form has a
twofold purpose: 1) Completion of the form allows for internal documentation of
individual claims, and 2) documentation of individual claims assists caunties in
gathering information for the monthly report Status of Claims Against

Households.

This is a new form.



Attfachment 2

IMPLEMENTATION ~
Required Form

Form No Substitutes  Form Implementation
No. Title Substitutes Permitted Replaces Date
DFA 287 Food Stamp Program X None 8/1/81*
(4/80) Ident ification Card
DFA 303 Replacement Authori- X OFA 303 8/1/81*%*
(6/81} zation/Affidavit for (9/80)

Authorization to Par- DFA 303.1

ticipate Card (ATP) or (3/79)

Food Coupon Books
DFA 377.6  Food Stamp Notice X None 7/1/81*%
(2/79) of Request for

Repayment of Extra
Food Stamps

DFA 377.7A Food Stamp Notice X None 7/1/81+
(6/81) of Action Taken

on Your Fraud

Hearing
DFA 377.78 Food Stamp Fraud X DFA 377.7  7/1/81+
(6/81) Repayment Notice (2-79)
DFA 377.7C Food Stamp Fraud X None 7/1/81+
(6/81) Repayment Agreement
DFA 386 Nonreceipt of Authori- X None 8/1/81*
{8/80) zation to Participate

Document Because of
Mechanical Disaster

DFA 842 Claim Determination b4 None B/1/81%*
(6/81) Worksheet

* Counties may implement these forms immediately.

**Counties may implement these forms as soon as supplies are available,

+ Implementation dates for these forms are estimates as they are contingent upon
the final filing of regulations. Counties will be notified of actual
implementation dates via an Al1-County Letter.

Note: Spanish versions of these forms are being translated and will bhe
implemented as supplies become available.




Attachment 3
FORM ORDERS

Orders for the forms contained in this package should be submitted on the
GEN 7278 according to normal procedures, except as follows:

1. Specify in the description of the form the latest revision date {noted
beiow) to ensure that the order is not filled with old stock.

2. submit orders after receiving a GEN 127 which will be rotification that the
stock has been received by the DSS warehouse.

3. Limit initial orders to a three-month supply.

The following information is provided to assist counties complete tha GEN 727R.

Unit Date
Form Revision of Stock  Implementation
NG, Title Date issue Available Date
DFA 287 Food Stamp Program 4/80 Fach Now 8/1/81
Identification Card Available
DFA 303 Replacement Authori- 6/81 Carbonized 7/1/81 8/1/81
zation/Affidavit for Pads
Authorization to
Participate Card (ATP)
or Food Coupan Books
DFA 377.6 Food Stamp Notice of 2/7% Carbon Now 7/1/81
Reguest for Repayment Sets Available
of Extra Food Stamps
DFA 377.7A Food Stamp Notice of 6/81 Carbon 8/1/81* 7/1/81+
Actior Taken on Your Sets
Fraud Hearing
DFA 377.78 Food Stamp Fraud 6/81 Carbon 8/1/81* 7/1/81+
Repayment Notice Sets
DFA 377.7C Food Stamp Fraud 6/81 Carbonized 8/1/81* 7/1/81+
Repayment Agreement Pads
DFA 386 Nonreceipt of Author- 8/80 Pads/50 Now** 8/1/81
ization to Participate Avaiiable
Jocument Because of
Mechanical Disaster
DFA 842 Claim Determination 6/81 Pads/100 7/1/81 8/1/81

Workshesat

* An interim supply has been shipped directly to the counties. Additional stock
should be ordered from the warehouse as needed.

+ Implementation dates are estimates and are contingent upon the filing of final
reguiations.

**These forms should not be ordered until a mechanical disaster cCccurs, as
described by regulation, as only a minimal supply s maintained by the
warehouse,




STATE OF CALIFORMNIA — HEALTH AND WELFARE AGENCY
DEPARTMENT OF S50CIAI SERVICES

FOOD STAMP PROGRAM
IDENTEPICATION CARD

{ssued to

Fssued Case No.

SIGNATURE OF HEAD OF HOUSEHOLD

SIGNATURE OF OTHER HOUSEROLD MEMBER
DFA 287 (4/B0)

SIGNATURE OF AUTHORIZED REPRESENTATIVE

SIGNATURE OF EMERGENCY AUTHORIZED
REPRESENTATIVE

No. of Persons in Household
Household Eligible for Delivered Meals

Yes[ ] No ]




DFA 287 (4/80)

Form Instructions
{for CWD Worker)

Food Stamp Program Identification Card

Purpose:

The DFA 287 is issued to each certified household as proof of proaram eligi-
bitity. It must be presented when the head of househoid, designated authorized
representative, or any responsibie household member redeems an Authorization to
Participate card (ATP} or, if requested, when food stamps are used to purchase
consumable items, or in HIR counties, when the household obtains its coupons,

Preparation:

The CWD prepares one card at the time of initial certification and issues it in
the name of the head of household.

NOTE: If the ID card is maiied to the household, it must not be mailed in the
same envelope with the ATP or food coupons.

The following identifying information is entered on the card:

- Head of Household

- Date

- Case Number

- Number of Persons in Household

Check applicable box indicating if the nousehold is eligibie for delivered
meals.

The head of household, designated authorized representative or any responsible
household member must then sign the ID card pricr to using it, If the household
does not name an authorized representative or other household member the CWD
must indicate on the ID card that no designation was made, The household may
atso designaie zn emergency authorized representative at a later date., At that
time, the emergency representative signs the ID card in the space provided.

The ID card may be serially numbered at the CWD's option.

NOTE: If the household is eligiblie for and interested in delivered meal ser-
vices, the CWD marks the face of the ID card with the letter "M". If the
household 1is certified for delivered meals for a temporary period, the
CWD indicates an expiration date on the ID card. In counties where
restaurants are authorized to accept food stamps, and if the household is
eligible and interested in using communal dining facilities, the CWD
marks the face of the ID card with the letters "Ch".




STATE OF CALIFORKIA — HEALTH AND WELFARE AGEMCY GEPARTMENT OF S0CIAL SERVICES

REPLACEMENT AUTHORIZATION/AFFIDAVIT FOR
AUTHORIZATION TG PARTICIPATE CARD (ATP) OR FOOD COUPON BOOKS

BART A ~ REQUEST FOR REPLACEMENT

Type of Reptacement {check one) EASE NAME
D CASE NUMBER WORKER NUMBER
Authorization to Participate Card (ATP)
NATE REPORTEDR BATE ATPE /COUPONS ISSUED
( ] Food Coupon Books ATP SERIAL NUMBER VALUE OF ATP FOOD COUPON ALLOTMERT
$ s

PART B — HOUSEHOLD AFFIDAVIT

i , the undersigned, living at

[STREET ADDRESS)

. California, declare that the household named above:

eV
D Did not receive the ATP/FQOOD COUPON BOOK(S) mailed to
({STREET ADDRESS)
California, for the period of
{CLTY}
D Did in fact receive ATP/FOOD COUPON BOOK{S)} for the period of , however it was:
{1 Lost (] stolen [} Destroyed
{ATP only) Amount § Amount $

! further declare that if at any time the above described ATF/FOOD COUPON BOOK(S) is received, il will be

returned to:

t declare under penalty of perjury that the foregoing statements are true and correct 10 the best of my knowledge. | also under—
stand that if | intentionally withhold information or give faise informaticn | may be denied participation in the Food Stamp

Program; fined, imprisoned or both.

S1GHATURE OF CLAIMANT COUNTY WHERE S1GNED OATE
PART C — REPLACEMENT AUTHORIZATION

AMOUNT o BE WAME OF PERSON AUTHOR Z11NG REPLACEMENT

REPLACED APBROVED BY Py
5

PART D — HOUSEHOLD ACKNOWL EDGEMENT OF RECEIPT

| acknowledge the receipt of a replacement: (check appropriate box)

D ATP I: Food Coupon Book(s} D Coupon Repiacement Authorization
Serial Number ow e In the Amount of § Serial Number

REPLACEMENT RECEIVED BY {CLAIMANT'S SIGNATURE] DATE

COUNTY USE ONLY

DFA 303 (6/81) Aequired Foim - Substitutes Pemitted (Combination of DFA 303 and DFA 303.7]



OFA 303 (6/81)

Form Instructions
{For CWD}

Replacement Authorization/Affidavit for Authorization to Participate Card (ATP)
or rood Caupon Books

Purpose:

The DFA 303 is a form completed by the household or any authorized representa-
tive and the county. This form is used to {1) initiate a request for a
replacement ATP/food coupon book{s), (2) verify that replacement of an ATE/food
coupon book({s} is appropriate, and (3) acknowledge receipt of a replacement
ATP/food coupon hook{s).

Part A is compietad by the county and is used to initiate the request for an
ATRP/food coupon book{s} replacement. This section also provides ident ifying
information refating to the original ATP/food coupon book(s) that was issued.

Part B is completed by the hcusehold or any authorized representative and is the
household's affidavit indicating the reascon for the replacement.

Part C is completed by the county and is used to authorize the replacement
and the amount to be replaced.

Part D is completed in part by the county and signed by the claimant to
acknowledge receipt of the replacement ATP/food coupon book{s) or Coupon
Replacement Authorization issued to the household.

Preparation:

If the househoid or any authorized representative is unable to come into the
county weifare office, the affidavit may be mailed to the household, unless the
household is requesting & replacement for stolen or destroyed coupons. In this
case, the household must come into the county office to sign the affidavit. If
the household is requesting both an ATP and coupon replacement or a coupon
replacement for more than one month, separate forms must be completed for each
repiacement,

Complete an original and cne copy if the individual is reguesting the
replacement in person. Complete a second copy for pending if the form will he
mailed for completion. (Additional copies may be required by the county's
internal system.) Use the space in the upper right hand corner for your county
stamp.




DFA 302 (6/81)

Part A Request for Repnlacement

Check the applicable box for the type of replacement.

Enter the following identifying information as applicable for the type of
replacement.

- Lase name

- Lase number

- HWorker number

- Date reported

- Date the original ATP/food coupon book({s) was issued
- Serial number of the original ATP

- Amount of the original ATP

- Amount of the original food coupon allotment

NOTE: Be certain to verify that the ATP/food coupon book(s) te be replaced was
actually issued, was not returned as undeliverable, and that replacement
is otherwise appropriate as defined by regulation.

Part B Household Affidavit

Before the household or any authorized representative completes this section,
enter the address where the household should return the original ATP/food coupon

hook(s} should they receive it.

When signed, review this section for completeness, paying particular attenticon
to the following items:

- When the claimant indicates the reason for replacement of food coupon bogks,
by checking one of the boxes {stolen or destroyed)}, be sure the claimant also
indicates the amount,

- Be sure that the claimant signs, enters the county where signed, and dates
the affidavit as this information is required to meet the legal reguirements

for an affidavit.

Part C Replacement Authaorization

- Enter signature of person authorizing replacement.
~ Enter signature of individua® approving replacement and date.
- Enter total amount of ATP/food coupon bock(s) to be replaced.

Part O Househcld Acknowledgement of Receipt

Before this section is signed by the claimant, enter one of the following as
applicable to the replacement: (1} the serial number of the replacement ATP,

(2) the amount of the replacement food coupon books, or (3) the serial number of
‘the Coupon Replacement Authorization.




DFA 303 (6/81)

NOTE: The head of household or authorized representative must sign the DFA 303
in the foilowing instances: (1) when replacement coupons that were
reported lost in the mail are issued over the counter, or (2) when a
replacement ATP that was reported lost, stolen or destroyed is issued
over the counter., In all other instances, the DFA 303 may be signed by
the head of household, authorized representative or any other responsible
household member.

The claimant must check the appropriate box for an ATP, food coupon hook(s) or
Coupon Replacement Authorization (DFA 299.1) and sign and date this section when
the replacment is issued. If the ATP, food coupon book({s) or Coupon Reptacemant
Authorization is to be mailed, the original DFA 303 and one copy should be
enclosed with the ATP/coupons/Coupon Reptacement Authorization and a
self-addressed envelope for returning after it is signed by the household. The
county shall retain a copy of the DFA 303 pending the return of the original.
The county must establish a system of follow-up controls to ensure that the
original is returned.

Be sure this section is signed and dated, and the appropriate box is checked.

County Use Section

This space may be used for any further documentation.

If the replacement is for stolen coupons, use this section to verify that a
potice report was filed, i.e., police report number.

Distribution:

The original is filed in the case file, and one copy is provided to the
househoid.




State of Califorma - Health and Welfare Agency Depariment of Socisl Services

FOOD STAMP NOTICE OF REQUEST FOR REPAYMENT OF EXTRA FOOD STAMPS
AND RIGHT TO REQUEST A STATE HEARING

{COUNTY STAMP)

——

'— , Case No.:

Worker No.:
District:

Date:

Case Name:
Interpreter Needed:

1 ’ J {Language) {Dialect)

After carefully checking vour file, we've found that you received $ more food stamps than
you were eligible to receive during the months of

That's because

[J If this box is checked, we must ask you to pay back the value of the extra food stamps you received.

if this box is checked, we owed you benefits from past months. For this reason we've reduced the amount
you have to pay by 8 . You now owe us $ instead of the amount

shown above.

3

You shouid make every effort to pay the full amount you owe, If you can’'t pay the full amount now, we can
arrange for instaliment payments. Just call the food stamp office at the telephone number shown below. The
amount of food stamps you are eligible to receive will not be affected if you can't pay or if you falf behind in your
instaliment payments.

This action is required by the tolfowing laws and/or Food Stamp Manua! Sections:

Elgibility Worker Tetupiione Numbir

iF YOU BELIEVE THIS ACTION IS WRONG, SEE REVERSE SIDE FOR YOUR RIGHT TO A STATE HEARING.

DFA 3776 (2/79)




RIGHT TO REQUEST A STATE HEARING

You have the nght to a conference with representiaives of the county welfare department to talk about this intended action. At such a conference, you may
speak for yourself or be represented by a lawyer. & friend or other spokesman. If you want @ conference, contact your county eligibility worker.

2 Whether you request & conference or not, you also have the right 1o reguest 8 State Hearing and decision by the Director of the State Departmert of Sociel
Services (see form befow). Your request may be written or oral but it must state that you want a hearing and why you are dissatisfied. Your request for a
hearing must be made within one year of the date of this notice

3. You may request 8 State Hearing 00 your own, or you may ask vour eligibility waorker for assistance. In either case, however, be sure to infarm your eligibitiny
worker as soon as possibie

At a State Hearing vou have the nght 1o be represented by an attarney or any other person {a friend, relative, or other spekesmani, of your choice. You may
ohtain free legal advice and the services of a lawyer by contacting the nearest legal services office. You may also contact the nearest welfare rights
prgamization  for assistance N presenting  your ciaim. W free legal representation s available locatly, the telephone number and/or address is
fisted below

State regulalions gaverning State Hearings for foad stamps are avalzble at this office of the county welfare department.

Information Practices - The information you are reguested (o provide 1s meandstory in order 1o process your request for a State Hearing pursuant to
WEIC 10850 A case file wiil be established by the Office of the Chief Referee. You have the right to examine the maierials that constitute the record for
decision.  Any mformation you provide may be shared with 1he county welfare department or the United States Departments of Heaith, E£ducation
and Weltare

If you wish to make a written request for a State To make an oral request for a State Hearing or
Hearing, please send this page to. further information about your State Hearing
rights or files you may contact:
Office of the Chief Referea Chief
State Department of Social Services Public Inquiry and Response
744 P Street. Mail Station 19-36 State Department of Sociat Services
Sacramento, CA 35814 {800} 952-5253 (toll-free number)

REQUEST FOR STATE HEARING
NAME {LAST. FIRST, MIDDLE INITIAL] PHONE NO SOCIAL SECURITY MO

{ i
ADDRESS Ty STATE ZiP CODE

| hereby request a State Hearing betore the State Department of Social Services from the action taken by the
County regarding my application for Food Stamps. The reasons for my request are as follows

T
| have trouble understanding Fnglish, theraiore | request an interprater :LANGUAGE DIALECT
for my hearing in the fellowing
SIGNATURE DATE SIGNED

AUTHORIZED REPRESENTATIVE

i have authorized the foliowsng person 1o 2et on iy behall i my appeal. ! authorize the Department to release any or sl nformation abou! my case to that person.

NAME OF AUTHORIZED REPRESENTATIVE

ADDRESS OF AUTHORIZED REPRESENTATIVE

SIGNATURE OF STATE HEARING APPLICANT DATE SIGNED




OFA 377.6 (2/79)

Form Instructions
(for CWD)

Food Stamp Notice of Request for Repayment of Extra Food Stamps and Right to
Reguest a State Hearing

Purpose:

The DFA 377.6 is used by the Eligibiiity Worker to notify a food stamp household
that food stamp benefits were overissued and the amount that should be repaid.
This form is used to seek repayment of nonfraud and potential fraud overissu-
ances which occurred within the 12 months prior to the date of discovery.

The backside of the DFA 377.6 explains the household’s right to reguest a state
hearing.

Note: The backside of the existing form references a one-year period to request
a state hearing. This must be manually changed to 90 days.

Preparation:

Complete an original and two copies of the DFA 377.6 entering the following
identifying information:

- Head of household's name and mailing address
- [ase number

- Worker number

- District {(if applicabie}

- Date

- f{ase name

Note: Language and dialect need not be completed,
Enter the following information in the spaces provided:

- Amount of extra food stamps received by the household within the 12 months
orior to the date of discovery.

-~ Month{s} that the overissuance occurred,
- Reason for the overissuance.

Check the first box if the entire amount owed should be repaid. (Amount is not
offset by lost benefits not restored.)




DFA 377.6 (2/79)

Check the second box if the amount owed is offset by lost benefits not restored.
Cnter the amount of lost benefits and the amount that should be repaid.

Manual Section
Enter the applicable specific manual section{s) for the above action(s).
Signature Block

Frter Eligibility Worker's name and telephone number.

Distribution:

The original and one copy are orovided to the household. The second copy is
filed in the case record.




STATE OF CALIFORNIA ~ AEALYH AND WELFART AGENGCY SEPARTMENT OF SUCI14L SERVICES

FOOD STAMP NOTICE OF ACTION {COUNTY STAMP)
TAKEN ON YOUR FRAUD HEARING

e o Case Name:
Case No..
Worker Name:
District:
Date:

L |

i. FRAUD DECISION
(] You were found GUILTY OF FRAUD at an administrative fraud hearing conducied on .
See your State Depariment of Social Services hearing decision you received eartier, for a complets explanation. f vou are
not satisfied with this decision, you may appeal it to the couris. Also, this decision does not prevent the 3tate or federa!
government from prosecuting you for fravd in a court of law.

L) You were found GUILTY OF FRAUD by a court of law on . See the court
decision for & complete expianation. |1 you are not satisfied with this decision, you may appeal it to a higher courtof iaw.

H. FRAUD DISQUALIFICATION
As a resull of the above decision, you have been disquafified from the Food Stamp Program for
may not appeal this disquatification through the State Hearing process. ‘
(3 since you are currently otherwise eligible for the Program, you will nol receive any food stuamps for the month(s) of

months, You

(] since you are not currently otherwise eligible for the Program, when you reapply and are determined efigibie, you will not
receive any food stamps far months.

in addition to serving the above disquaiification period, you must agree to repay frauduiently received food stamos of you will
continue to be disqualified from participating in the Program. Once you have signed a Food Stams Fraud Hepayment Agree—
ment and it has been accepted by the counly, you must pay as agreed of the counly will reduce the food stamp alfotment
received by the rest of your household.

. NOTICE VO THE REST OF YOUR HOUSEHOLD
Because of the above fraud decision, your case file has been reviewad (o determine if you will receive food stamps while
is disqualified. The checked box(es) applies to you.

You will receive % in food stamps for the month(s) of
Youwill receive § ___  in food stamps for the montn(syot .~~~
After that, you will need to reapply to receive faod stamps since your certification period will be aver,

Although your certification pering is over, you may be eligible to receive food stamps. To see if you are eligible, you
may call, write or visit the County Welfare Department and request an application.

0 0o

n

You are no fonger eligible for Food Stamps as a resuit of excluding the disqualified individual from your benefit
computation.
) you would have received § in food stamps, but because you had ancther change in circumstances you
will receive a differsnt amount. See the alached Notice of Action ior the amount you will actually receive.
IF YOU BELIEVE THAT THE AMOUNT OF FOOD STAMPS YOU WiLL RECEIVE 15 COMPUTED INCORRECTLY, YOU MAY
REQUEST A STATE HEARING., A REQUEST FOR A STATE HEARING |8 ON THE REVERSE. SHOULD YOU REQUEST A
HEARING, YOUR BENEFITS WILL NOT CONTINUE UNTIL THE HEARING AT THE LEVEL PRIOR TO THE FRAUD DECISION.

The above action(s) is required by the iGllowing 1aws and/or Eool Stamp Manua! Sections:

NAME TEL EPHONE NUMBER

if you have any questions, please contact me:

SEE REVERSE FOR STATE HEARING REQUEST

DF& 377,74 (6781 Required Form — Substitufes Permilied




Your

i vou are dissatisfied with the action described on the other
side, or any other county 4cton, you mMay Trequest a Stale
hesring before a Hearing Officer of the Swate Department of
Social Services. This hearing will be conducted 10 an informal
manner to assure that evervope present is able to speak (resly.
Your county worker can help vou request s heaning, H vou
decide 1o request a hearing vou must do s WETHIN 80 DAYS
GF THE DATE OF THIS NOTICE

i

AFDC: H your AFDC is being reduced or siopped
and you ask for 2 hearing within 10 days of the mailing
date of this notice, you can continue to receive AFDC
uniil the hearing.

FOOD STAMPS: If yvow food stamps are being
reduced or stopped and you ask for z hearing within
10 davs of the mailing date of this notive, your food
sfzmps may continue wniil the hearing or until the
end of your current period of eligibility, whichever
cames first, unjess vou check the box ai the botiom
¢f the page.

Authorized Representative

“ You cap represent yourself al the state heanng, You can atso he
represented by a {riend. altorney of any other persoun, but vou
are expected to arrange for the representative voursell. You can
get help in locating free legai assistance by ealling the toll-free
number of Public Inguiry and Response.

eal This Action

How 1o Request a State Hearing

The best way 1o request a hearing is to fill in and send this entire
notice 10:

Office of Chief Referee

State Department of Social Services
744 P Street, Mail Station 19-36
Sacramento, CA 95814

You may also request a hearing by calling the toll-free number
of Public Inguiry and Response.

Public Inquiry and Response {(Public Information)
Toll-Free Number: (800) 952-5253 *
PIXD (500 952-8349% For Deal Only
*You may have to dial " first.

The State Public Inquiry and Response Unit can provide you
with furthar information about your hearing rights or files or
other weifare-related matters. Assistance is also available in
some languages other than English, including Spanish. You
phone, wrnite. or come in,

Public Inguiry and Response

State Department of Social Services
744 P Street, Mail Station 16-23
Sacramento, CA 95814

Reguest for a State Hearing

Mame

Phane number
; )

Address

State Zip code

| am requesting a stute fiearing because of an acuion ha the welfare department of

O Cash Grant [ Food Stamps [ Medi-Csl

county related to

feasons for my reguest:

§ sprak a language other than Eny

hh and need an interpreter fac my hearing, (The stute will provide the interpreler at no cost 1o you.)

Languiage

Malect

Foaod Stzmpss Hoany portion of Toad stamps provided 1w you whil

may secaver the value of the gverissuance. 11 vou waat to

¢ awaiting the hearing deemion s determined 1o be an overissoanee, the county
wvoid the possibitity of such an overisuance, ¥ou may check the hox below:

m b owant my fond stimps terminaicd or reduced 1o the new amout determined by the county until the hearing decision, If the hearing decision is in
my favor, the county will make up the food staraps Tlose as o result of cheeking this box.

Srgnatare

Dte

REACNY VO
Ao reguesioos
oL You ave

The informatios vou provide on thiv form o needed 1o
sequest for g hearing. and processing may he delayed o
incomplete. A case hile will he st up by the Chief Re
ripht to examing the materids thi muke up the fide and may do so by

T

cantacting Puhlic tnquiry and Response. Any information you provide
i Be shared with the county welfure depariment. with the U.s.
Drepurtment of Health and Human Sery ices. ar the 18, Department of
Agriculture. Authority: WaiC H950,




DFA 377.7A {6/81)

Form Instructions
(for CWD)

Foocd Stamp Notice of Action Taken on Your Fraud Hearing

Purpose:

The DFA 377.74 is used by the county to notify an individual that he/she has
been found guilty of fraud, that he/she will be disgualified for a certain
period of time, and provides information to the rest of the household concerning
its eligibility for food stamps during the disgualification period.

The backside of the DFA 377.7A explains the rest of the household's right to
request a state hearing if it disagrees with the amount of food stamp benefits
it will receive during the disgualification period, If the househoid requests a
hearing, benefits will not continue until the hearing at the level prior to this
notice.

Note: If the housenhold has reported a change in circumstances which also
affects its benefit level, this change must be computed separately from
the disqualification. A Notice of Action showing the change in
circumstances must be attached to the Notice of Action Taken on Your
Fraud Hearing when: (1) the change in benefits due to the change in
circumstances and the change in benefits due to the disqualification are
effective the same date, and {2) sufficient time exists for the Notice of
Action to be issued on a timely basis. The Notice of Action Taken on
Your Fraud Hearing must show onily the benefit level resulting from the
disgualification of the fraudulent individual.

Preparation:

The DFA 377.7A should be complieted and sent to the individual found quilty of
fraud. This notice need not be issued 10 days before the effective date of the
disqualification but should be sent before the disqualification period begins.
Complete an original and two copies of the DFA 377.7A entering the following
identifying information;

- Individual's name and mailing address
- (ase name

- (Case number

- Worker number

- District (if appiicable]

- Date

1. Fraud Decision

Check the first box if the individual was found guilty of fraud at an
administrative fraud hearing. Enter the date of the hearing.




I

T

I.

DFA 377.7A (6/81)

Check the second box if the individual was found guiity of fraud by a court
of law. Enter the date of the court conviction.

Fraud Disgualification

Enter the number of months the individual has been disqualified. Check the
appropriate box and enter the specific informaticn concerning the
individual's disqualification pericd.

- Check the first box if the household is currently otherwise eligible to
participate in the program. Enter the actual months the individual will
not receive food stamp benefits because of the fraud disqualification.

- Check the second box if the household is not currently otherwise
eligible to participate in the program. Enier the number of months the
individual will not receive food stamp benefits when applying and found
eligible in the future because of the fraud disqualification,

. Notice to the Rest of Your Household

Enter the name of the disgualified individual. Cneck the appropriate box
and enter the specific information concerning the household's benefit
levels after excluding the disguaiified individual.

Check the first box if the rest of the household is entitled to receive
food stamps during the entire disqualification period. Enter the amount of
food stamps the rest of the household will receive and the months it will
receive that amount.

Check the second hox if the rest of the housahold is entifled to receive
food stamps but the certificaticon period expires during the disqualifica-
Tion period. Enter the amount of food stamps the rest of the household wiil
receive and the months it will receive that amount.

Note: A timely Notice of Expiration of Certification must still be
provided to the household.

Check the third box if the househoid's certification period has expired.

Check the fourth box if the household is no longer eligible for food
stamps as a result of excluding the disqualified individual from the

henefit computation,

Check the fifth box if the household has reported a change in circumstances
which changes the benefit level they would have received based on the
disqualification alone. Enter the amount the household would have received
based only on the disqualification. Attach a completed Notice of Action
explaining the other change({s).

Note: If the household reguests a state hearing on the benefit level shown
on the Notice of Action, benefits will continue pending the hearing
at the level shown on the Notice of Action Taken on Your Fraud
Hearing.




DFA 377.7A (6/81)

Manual Section
Enter the applicable specific manual section(s) for the above action(s).

Enter the name and telephone number the househoid may contact fo ask guestions,

Distribution:

The original and one copy are provided to the individual found guilty of fraud.
The second copy is filed in the case record.

Note: The additional language concerning aid paid pending required by
Al11-County Letter 81-28 and clarified by All-County Letter 81-38 must not
be used with this notice unless a DFA 377.1 Notice of Action is being
provided at the same time. In this case, the stuffer notice containing
the additional language should be attached to the DFA 377.1.



STATE GF CALIFORNIA - HEALTH AND WELFARE AGENCY DEPARTMEINT OF S0CIAL SERVICES

FOOD STAMP FRAUD REPAYMENT NOTICE (COUNTY STAMP)

" Case Name:
Case No:
Worker No;
Digtrict:
Date;

L .

I. FRAUD DECISION/DISQUALIFICATION
You have been found GUILTY OF FRAUD by: {1 an adgministrative fraud hearing.
] a court of law.

See the official decision you received earlier for a complete explanation. Because of this decision, you will be disgualified
from the Food Stamp Program. You will not be able to participate after your disqualification period until you sign and return
the attached Food Stamp Fraud Repayment Agreemant,

H., THE AMOUNT YOU OWE
The amount you owe is explained below. You may repay in cash, coupens or through a reduction in the amount of food stamps
your household receives each month.

You werg overissued $______in food stamps for the month{s) of

Thisamount isreduced by $__ | because we owed you benefits from past months or we received repayment

from you, Younowowe $___ .

P, THIS IS WHAT YOU MUST DO (The checked box{es) applies to you.)

1 You must agree 1o repay frauduiently received food stamps or you will not be able to receive food stamps again. Please
complete the attached Fraud Repayment Agreement, sign and return it to the County Wetfare Department,

{3 vou must agree to repay fraudulently received food stamps. You have not responded to our previous Fraud Repayment
Notice(s) by returning an acceptable Fraud Repayment Agreement, |f you do not complete, sign and return the attached
Fraud Repayment Agreement, you will continue to be ineligible to receive food stamps even after your disquatification
period nas ended.

[ You must contact us to explain why vou did not repay frauduiently received Tood stamps as you agreed. If you can no
longer afford to pay the amount due as agreed, you may ask fo renegotiate your agreement.

3 41 we do not hear from you within 10 days of the date of this notice, your household’s food stamp alictment will be

reduced to $ — _forthe month{s) of

The above action{s) is required by the following laws and/or Food Stamp Manual Sections:

IT you have any questions, | NAME TELEPHONE NUMBER
please contact me:

YOU HAVE THE RIGHT TO REQUEST A STATE HEARING iF YOU BELIEVE YOU HAVE GOOD REASON
FOR NOT COMPLYING WITH THE ABOVE AND YOU PRESENTED THE REASON TO THE COUNTY, BUT
THE COUNTY DID NOT AGREE WITH YOU. A REQUEST FOR A STATE HEARING 1S ON THE BACK OF
THIS NOTICE.

OFa 377.78 {8/81) Required Form — Substitutes Permifted




Your Right to Appeal This Action

Il you are dissatisfied with the action described on the other
side, or any other county action. you may request a state
hearing before a Hearing Officer of the State Department of
Social Servicgs. This hearing will be conducted in an informal
manner 1w assure thal everyone present is able to speak frecly.
Your county worker can help you request a hearing. If you
decide to reguest 4 hearing vou must do so WITHIN 90 DAYS
OF THE DATE OF THIS NOTICE

AFDC: If your AFDC is being reduced or stopped
and you ask for a hearing within 16 days of the mailin

date of this notice, you can continue o receive AFDC
until the hearing.

FOOD STAMPS: If dyour food stamps are being
reduced or stopped and you ask for a hearing within
19 days of the mailing date of this notice, your food
stamps may continue until the hearing or until the
end of vour current period of eligibility, whichever
comes first, unless you check the box at the bottem
of the pape,

Authorized Representative

You can represent vourself at the state hearing. You can also be
represented by a friend, attorney or any other persen, but you
are expecied 1o arrange for the representative yoursell, You can
get help in locating free legal assistance by calling the 1oil-free
number of Public Inquiry and Response.

How to Request a State Hearing

The best way to request a hearing is to fii in and send this entire
notice {o:

Office of Chief Referee

State Department of Social Services
744 P Street, Mail Station 19-36
Sacramento, CA 95814

You may alse request a hearing by calling the toll-frec number
of Public Inguiry 2nd Response.

Public Inquiry and Response (Public Information)
Toli-Free Number: (800) 952-5253 *
TDD (800} $52-8349* For Deal Oniy
*You may have to dial “I" first,

The State Public Inquiry and Response Unit can provide you
with further information about your hearing rights or files or
other welfare-related matters, Assistance is also available in
some languages other than English, including Spanish, You
phone, write, or come in.

Public Inquiry and Response

State Department of Social Services
744 P Street, Mail Station 16-23
Sacramento, CA 95814

Request for a State Hearing

Name

Phone number

[ )

Address

State Zip code

I am requesting 4 state hearing because of an action by the welfare department of

5 Cash Gram O Food Stamps 1 Medi-Cat

county refuted 10

Reasons for my request:

I speak a language other than Enplish and need an interpreter for my hearing. (The state will provide the interpreter a1 no cost 1o you.)

Lanpuape

Diatect

Food Stamps: 1 any portien of food stamps provided to you while awaiting the hearing decision s determined to be an overissugnce, the county
may recover the value of the overissuance. H you want to aveid the possibitity of such an overissuance, vou may cheek the box below:

D I want my food stamps terminated or reduced 1o the new amouat determined by the county until the hearing deciston. Il the hearing decision is in
my favor. the county will make up the food stamps 1 fose as o result of cheeking this box.

Stgnature

Date

The informution you provide on this form is peeded to process vour
request for a hearing, and processing may he delayed .(i YOour reguest is
incomplete. A case file will be set up by the Chiet Referee, You h;ncl i
right to examine the materils that make up the B snd may do o by

contecting Public Inquiry and Response, Any information you provide
miy be shured with the county wellare department, with the 4.5,
Depuriment of Health und Human Services, or the U8, Department of
Apricutture, Authority: W&IC 10950,




DFA 377.78 (6/81)

Form Instructions
{for CWD)

Food Stamp Fraud Repayment Notice

Purpose:

The DFA 377.7B is used by the county to notify an individual found guilty of
fraud that he/she must agree to repay the amount of food stamps received
fraudulently before he/she will be eligible to participate in the Food Stamp
Program,

This notice is initially sent at the same time as the Food Stamp Fraud Repayment
Agreement, DFA 377.7C, and is sent again if the individual fails to sign and
return the Repayment Agreement or fails to make repayment as agreed,

The backside of the DFA 377.7B explains the individual's right to request a
state hearing. If the household requests a hearing because of an allotment
reduction invoked by the county, the reduction will not be delayed pending the
results of the hearing.

Note: The CWD should attempt to contact the individual found guilty of fraud to
discuss the terms of repayment prior to sending the first DFA 377.7RB.

Preparation:

The DFA 377.7B should be completed and sent to the individual found guilty of
fraud,

Complete an original and two copies of the DFA 377.7B entering the following
identifying information:

- Individual's name and mailing address
- (Lase name

- Case number

-  Worker number

- District (if applicable)

- Date

[.  Fraud Decision/Disqualification

Check the appropriate box to show if the individual was found guilty of
fraud at an administrative fraud hearing or by a court of law.

II. The Amount You Jwe

Enter the following information for all cases:




III.

DFA 377.78 {6/81)
- The amount of food stamps overissued,
- The months food stamps were overissued.

- The amount of lost benefits not restored and/or payments received used
to offset the amount of food stamps to be repaid.

- The amount that the individual now owes for frauduiently received food
stamps.

This Is What You Must Do

Check the first box if this is the first time the DFA 377.78 is being sent
to the individual. Attach a Food Stamp Fraud Repayment Agreement.

Check the second box 1if the DFA 377,78 has previously been sent but the
individual failed to sign and return an acceptable Food Stamp Fraud
Repayment Agreement. Attach a Food Stamp Fraud Repayment Agreement.

Check the third box if the individual has failed to make repayment as
agreed.,

Check the fourth box if the CWD will reduce the rest of the household's
allotment because the individual failed to repay as agreed (box 3 must
also be checked). Enter the amount of the allotment the rest of the

household will receive after the reduction and the months the allotment

will be reduced.

Manual Section

Enter the applicable specific manual section(s) for the above action(s).

Enter the name and telephone number the individual may contact to ask questions.

Distribution:

The original and one copy is provided to the individual found guilty of fraud.
The second copy is filed in the case record.

Note:

The additional language concerning aid paid pending, required by
ATT-County Letter 81-28 and clarified by Al1-County Letter 81-38, must

not be used with this notice.




DEPARTMENT OF 50CIAL SERVICES

STATE OF CALIFORKIA —~ HEALTH AND WELFARE AGENCY

FOOD STAMP FRAUD REPAYMENT AGREEMENT WORKER NUMBER
THSE NAME CASE NUMBER
ADDRESS

A. TERMS AND CONDITIONS
You must agree to repay the amount of food stamps you received fraygulently before you can participate in the Food Stamp

Program. If you do not compiete, sign and return this Agreement by you wilt
continue to be disqualified. You must agree to repay in one or a cembination of the methods described beiow:

1. Cash Repayment— You may repay in cash all at onpce or in monthly instaliments,

2. CouponRepayment — You may repay by returning coupons already received for all or part of the amount owed.

3. Allotment Reduction — You may repay by having your household’s allotment reduced for all or part of the amount owed.
4, Court—Ordered Repayment — If a method of repayment has been ordered by the court, you must agree to repay as ordered,

i we have not already contacted you to discuss the terms of this Agreement, or if you have any guestions about this form,
at {teiephone number)

piease contact me:

B. AGREEMENT

i, , the undersigned, understand that this agreement is enfered
County because a hearing decision/court order
adoptied/enfered on found that | frauduiently received food stamps in
the amount of § . In order to participate in the Food Stamp Program, | agree to repay
this amount to the County by the method or methods checked below:

into between me and

1. Cash Repayment
{1l Repay by a tump sum cash payment due on
[} Repay by monthly cash paymenis of $ due on the day of
each month for months.

2. Coupon Repayment
[} Repay by returning coupons already received in the amount of § due on

3. Allotment Reduction

0 Repay by having my housshold's allotment reduced by § sach month, beginning
for months.

4, Court~Ordered Repayment
O Repay as ordered by the court.
I undersiand that failure to pay as agreed io above will result in my household’s alioiment being reduced. |

understand that if my circumstances change, | may ask that the County reconsider the temms checked above. |
understand that if | cannot reach an agreement with the County, | may ask for a State Hearing.

Signed by on TDATE} at
County, California.

After completing and signing this Agreement, return all copies io the County Welfare Department in the envelope provided, Do not
send cash or coupons through the mail with this Agreement. When accepted by the County, a signed copy of this Agreement wili
be sent to you. A request for a State Hearing is on the back of the Food Stamp Fraud Repayment Notice sent to you with this

Agreament.

COUNTY USE ONL.Y

The above signed Agreement has been accepted by on P
for County. Payments should be made at

{S1GNATURE OF AUTHORIZED COUNTY OFFICIAL]
DFA 377.7¢C {6/81%) Reguired Form — Substitutes Permitted




DFA 377.7C (6/81)

Form Instructions
(for CWD)

Food Stamp Fraud Repayment Agreement

Purpose:

The DFA 377.7C is used by the county to secure a written repayment agreement
with an individual found guiity of fraud. This agreement is sent to the
individual along with the Food Stamp Fraud Repayment Notice, DFA 377.7B.

Note: The CWD should attempt to contact the individual found guilty of fraud
to discuss the terms of repayment prior to sending the Food Stamp Fraud
Repayment Agreement. :

Preparation:

Complete an original and three copies of the DFA 377.7C. Additicnal copies may
be required by your county's internal system. Enter the following identifying
information:

- Worker number
- - {ase name
Case numbar
Address

A. Terms and Conditions

Enter the date that the signed agreement must be returned. This date will
be the end of the disqualification period if it has already begun. If the
disqualification period has not begun or has expired, the CWD may enter 30
days from the date the agreement is sent.

Enter name and number the individual may contact to discuss the Agreemeni.
B.  Agreement

Enter the individual's name, the county name, the decision date and the
amount to be repaid in the spaces provided.

If the CWD was able to contact the individual and establish the terms of
repayment, check the appropriate box{es) under the repayment options and
enter the agreed-upon amcunts.

1T the CWD s unable to contact the individual or is unable to establish
the terms of repayment, do not enter any information under the repayment
options.




DFA 377.7C (6/81)

Initial Distribution:

The original and two copies are provided to the individual found gquiity of fraud
along with the Fcod Stamp Fraud Repayment Notice and a return envelope. The
third copy is retained by the county pending receipt of the signed Agreement.

County lUse Section:

When the signed agreement is returned by the individual, determine if the
Agreement terms are acceptable as specified by regulation. Enter the following
information in the county use section:

- Name of county official accepting Agreement
- Date . .
- Name of county

~ Address where payments should be made

- Signature of authorized county official

Final Distribution:

The original is filed in the county unit responsible for collections and one
copy, showing the county's acceptance of the Agreement, is provided to the
individual. The second signed copy is filed in the case record and the pended
copy is destroyed. Additional copies should be distributed as required by
individual county needs.



STATE OF CALIFORNIA — HEALTH AND WELFARE AGENCY DEFARTMENT OF SOCIAL SERVICES

NONRECEIPT OF AUTHORIZATION TO PARTICIPATE
DOCUMENT BECAUSE OF MECHANICAL DISASTER

PUBLIC ASSISTANCE AGENCY CATE

NAME OF HOUSEHOLD HEAD CASE NUMBER

ADDRESS

food stamps, but has not been provided an authorization to

This household is certified to receive
, 18 , because of a breakdown in

pariicipate document for the period
equipmen! used to prepare this document.

VERIFIED BY

(Signature)

{Title)

CERTIFICATION

I hereby certify, under penalty of perjury and/or fraud, that this household has nof received its
authorization to participate document or food stamps for the period , 19

I acknowledge receipt of an authorization to participate document this date for food coupons

in the amount of ¥

{Signature of Disaster Victim) {Date)

BFA 386 (B/80}




DFA 386 (8/80)

Form Instructions
(for Eligibility Worker)

Nonreceipt of Authorization to Participate Document Because of Mechanical
Disaster

Purpose:

The DFA 386 is a form completed by the head of household or authorized
representative and the Eligibility Worker. The form is used to (1) certify that
a household was not provided an Authorization to Participate card (ATP) because
of a breakdown in equipment or mechanical failure, (2) certify that the house-
hold did not receive an ATP or food stamps for the periad specified; and

(3) acknowledge receipt of a replacement ATP.

The first section is completed by the Eligibility Worker to verify that the
household is certified to receive food stamps and to verify that the household
was not provided an ATP because of a mechanical breakdown.

The second section is completed by the £ligibility Worker and signed by the head
of household or authorized representative and is used as the household®s
declaration that it did not receive an ATP or food stamps. This section is alsa
used to acknowledge the receipt and amount of the replacement ATP.

NOTE: This form may be used only after DSS has authorized the CWD to use
emergency food stamp assistance procedures.

Preparation:

Complete an origina! and one copy of the DFA 386 entering the following
identifying information.

- County Welfare Department
- Date

- Head of Household

- Case Number

- Address

Enter the month and year for which the ATP covers. Enter Eligibitity Worker's
signature and title.

Certification

The ETigibility Worker completes the time period covering the ATP and indicates
the amount of the replacement ATP. The declaration is then signed by the
household.

fistribution:

The original is provided to the household and a copy is filed in the case
record.




STATE OF CALIFORNIA ~ HEALTH AND WELFARE AGENCY

CLAIM DETERMINATION WORKSHEEY

DEPARTMENT OF S0CIAL SERVICES

. HEAD OF HOUSEHOLD

7. LASE REAWE [TF DIFFERENTI

3.

CASE NUMBER

4. ADDRESS

5.

TE LEPHONE

6. BIRTHDATE

7. GOCIAL SECURITY NUMBER [ 8. DATE OF DISCOVERY 9.

BAS|S FOR CLAIM DETERMINATION:

[ ADMIKISTRATIVE/ I
PROCEDURAL ERROR

: HOUSEHOLD

{7 POTENTIAL
FRAUD

10, EZPLARATION OF DVERISSUANCE (1F APPLICABLE, 1HCLUDE DA

Te CHANGE OCCURRED AND DATE REPORTED)

T9. SUMMARY OF FOOD STAMP QVERISSUANCE

include on this page only those overissuance months which are within
12 months prior to date of discovery,

ACTUAL BASIS FOR ISSUANCE

CORRECT BASIS FOR {SSUANCE

ISSUANCE VERIFICATION

ISSUANCE

MOKTH/YEAR ALLOTMENT

HOUSEHOLD S1ZF [ADJIUSTED INCOM

HOUSERQLD 51ZE

ADIUSTED ENCGME; ALLOTMENT

oM

AT
HIE

REDEMPTION

Continue on reverse for
potential fraud

12. Total food stamp overissuance
{subtotal if continued on reverse)

11a Total »

111b Total »

T1a Minus 115 »

3. Claim offsetting lost benefits not restored.
A. Total food stamp cverissuance {from 12 abovel.
B. Minus lost benefits not restored.

C. Minus payment received,
D. Amount of focd stamp claim to be collected,

DATE: DATE:

DOCUMENTATION

ELIGIBILITY WORKER SIGNATURE DATE SUPERVISOR SIGNATURE DATE
REVIEW BY COUNTY REVIEW OFFICER
ACTION TAKEN:

DATE

COUNTY REVIEW DFFICER SIGNATURE

DEA BAZ [6/81) Fieq_ufred Form « Substitutes Permitted



4. S " . . :
UMMARY(E;NZ?;)E;’Q:)P OVERISSUANCE > include all other overissuance menths not listed on the front if the basis
of the cigim is potential fraud.

1SSUANCE ACTUAL BASIS FOR iSSUANCE CORRECT BASIS FOR ISSUANCE 1SSUANCE VERIFICATION
MONTH/YEAR | HOUSEHOID SIZE | ADJUSTED INCOMEIBONUS/ALOTMENT| HOUSEHOLD §1ZE JADJUSTED INCOME [RONUS/ALLOTMENT] DM AT REDEMPTION
. DOCUMENTATION
Total this page 14a Subtotal » 144 Subtotal ®
) 14b Subtotal 14e Subtotal
Total first page (from 11a) ¥ {(from 11h) *
Total both pages 14¢ Total » 14f Total »
15,
Total food stamp overissuance 14¢ Minus 141 »
6. Claim offsetting against lost benefits not restored. DATE: DATE!
A. Total food stamp overissuance {from 15 above) 1
B. Minus iost benefits not restored.
. Minus payment received.
0. Amount of food stamp claim to be collected.
ELiBIBILITY WORKER SIGNATURE J DATE  } BUPERVISOR SIGHATURE o DATE

BOCUMENTATIHON




DFA 842 (6/81)

Form Instructions
{For Eligibility Worker)

Claim Determination Worksheet

Purpose:

The DOFA 847 is used to document claims against any household that has received
more food stamp benefits than it is entitled to receive. This form has a twn-
fold purpose: 1) compietion of the form allows for internal documentation of
individual ciaims, and 2) documentation of individual claims assists counties in
gathering information for the monthly report Status of Claims Against
Households. :

The first page of the worksheet documents overissuances which occurred within
the 12 menths prior to the date of discovery. If the basis for the claim
determination is nonfraud, only the first page is completed. If the basis for
the claim determination is potential fraud, the first page is completed, if
applicable, and the second page is complieted for overissuances which occurred
more than 12 months prior to the date of discovery.

For example, if the cate of discovery is December 10, 1980, & nonfraud claim
covering the period December 1979 through December 1980 would be documented on
the first page. A potential fraud claim covering the period June 1979 through
December 1980, with a discovery date of December 10, 1980, would be documented
as follows: December 1979 through December 1980 would be documanted on the
first page and June 1979 fihrgugh November 1879 would be documented on the second

page.

Note: Collection action on claims covering overissuances which occurred within
the 12 months prior to the date of discovery may be initiated immediately
regardiess of the basis for the claim determination., Collection action
on claims covering overissuances which occurred more than 12 months prior
to the date of discovery may be initiated only after an individual has
been found gquilty of fraud.

Preparation:

Compiete the number of copies reguired for your internal system as soon as an
ovarissuance is discoverad and it is defermined that a claim should be
established.

1-7. Enter the following identifying information.
- Name of Head of Household

- Case Name (if different)
- Case Number




10.

11.
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- Address

- Telephone Number

- Birthdate

- Social Security Number

flate of Uiscovery

Enter the date the overissuance became known to CWD.
Basis for Claim Determination

Check the one box which hest fits the cause of overissuance.

Explanation of Overissuance

Explain how and why the overissuance occurred. If the overissuance
resulted from a change in circumstances, indicate the date the change
onccyrred and the date the household reported the change to the CWD.

Summary of Food Stamp Overissuance

Complete this section for nonfraud or potential fraud claims where over-
jssyances occurred within the 12 months prior to the date of discovery.
Space is provided for 14 months to include the current month's issuance if
henefits have already been issued at the time the worksheet 1is completed,
and to include the following month's issuance if sufficient time does not
exist to provide a timely notice of benefit reduction. If potential fraud
and .only a few months fall within the 1Z-month period prior to the date of
discovery, include only those months in this section. Record the remaining
months on the second page (Item 14).

Issuance Month and Year

Enter the month and year of all overissuances which occurred within the 12
manths prior to the date of discovery. Enter the date for the current and

following month's issuances if appropriate.

Actual Basis for Issuarnce

- HH Size
Enter the household size used in the original benefit computation.
- Adjusted Income

Enter the net adjusted income from the original benefit computation.



12.

13.
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Allotment

Enter the allotment actually received by the househsold for each ogver-
issuance month.

Correct Basis For Issuance

ila.

1ib,

HH Size

Enter the correct household size for each overissuance month.

Adjusted Income

Enter the correct net adjusted income for each overissuance month.

Allotment

Enter the correct allotment the household should have received.

issuance Verification

Use of this section to verify issuance of the benefits covered by the
claim is a county option. If this section is not used for this
purpose, verification of issuance must be documented in some other
manner. For verification of ATP usage the DFA 332.1, Verification of
Food Stamp ATP Usage, may be used.

Check the type of issuance {direct mail, ATP or HIR). Verify

redemption of the ATP/HIR by noting the date of redemption, serial
number or other appropriate information in the redemption column.

Total

Enter the total food stamp allotment actually received by the
household for the overissuance months.

Total

Enter the total food stamp allotment which should have been correctly
received by the household for the overissuance months.

Total Food Stamp Overissuance

Subtract correct total allotment (11b) from allotment actually received
(1la) and enter the remainder.

Claim Offsetting Lost Benefits Not Restored

Complete this section only if the household is due Tost benefits which have
not been restored or payment against the claim has been received. Enter
the date that the claim is offset by lost benefits or payments. Space is
provided to record a second offsetting should this occur while the claim i
still open. Any additional of fsetting may be shown in the documentation
section.
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13A. Enter total food stamp overissuance from line 12,
13B. Enter any lost benefits not restored.
13C. Enter any payment raceived toward the claim,

13D. Subtract 138 and 13C from 13A and enter the remainder for the amount
of the food stamp claim to be coliected.

Signature Block

Enter E]igibi?ity Worker's name and date.
Enter Eliginility Worker Supervisor's name and date of review.

The first page must be signed by the EW and EW Supervisor even if there is a
continuaticn on the second page.

Review by County Review Officer

Enter the action o he taken to collect the claim, and if it is referred for
fraud investigation. This section may also be used to record information such
as the dates of demand letters and the amounts collected; if the claim was
suspended, and the date and reason; the date the claim is considered
uncollectable and the date collection action is terminated.

14. Summary of Food Stamp Overissuance

Compiete this section only for potential fraud claims where overissuances
occurred more than 12 months prior to the date of discovery.

Issuance Month/Year

Enter the month and year of all overissuances which occurred more than 12
months prior to the date of discovery. Use an additional sheet, if

necessary.

Actual Basis for Issuance

- HH Size

Enter the household size_used in the original benefit computation.
- Adjusted Income

Enter the net adjusted income from the original benefit computation.
- Bonus/Allotment

Enter the bonus value of food stamps (prior to Elimination of the

Purchase Requirement - EPR) or the allotment (after EPR) actually
received by the household for each overissuance month.
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Correct Basis for Issuance

- HH Size

Enter the correct househoid size for each overissuance month.
- Adjusted Income
tnter the correct net adjusted income for each overissuance month.

- Bonus/Aliotment

Enter the correct bonus vaiue of food stamps {prior to EPR) or the
correct allotment (after EPR) the household should have received.

Issuance Verification

Use of this section to verify issuance of the benefits covered by the
claim is a county option. If this section is not used for this purpose,
verification of issuance must be documented in some other manner. For
verification of ATP usage, the DFA 332.1, Verification of Food Stamp ATP

Usage, may be used.

Check the type of issuance (direct mail, ATP or HIR). Verify redemption of
the ATP/HIR by noting the date of redemption, serial number or other
appropriate information in the redemption column.

l4a. Subtotal This Page

Enter total bonus food stamps/allotment received by the household from
this page.

14b. Subtotal First Page

Enter total allotment received by the household from item Ila of the
first page.

l4c. Total Both Pages
Add 14a and 14b and enter total.
14d. Subtotal This Page

Enter total bonus food stamps/allotment which should have correctly
been received by the household from this page.

14e. Subtotal First Page

Enter total allotment which should have correctly been received by the
household from item 11b of the first page.
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14f. Total Both Pages
Add 14d and lde and enter total,

15. Total Food Stamp Overissuance

Subtract correct total food stamps {14f) from food stamps actualiy received
(14c) and enter remainder.

16. Claim Offsetting Lost Benefits Not Restored

Complete this section only if the househoid is due lost benefits not
restored or payment against the claim has been received. Enter the date
that the claim is offset by the lost benefits or payments. Space is
provided to record a second offsetting should this occur while the ciaim is
still open. Any additional offsetting may be shown in the documentation

section,

16A, Fnter total food stamp overissuance from line 15.
168. Enter any lost benefits not restored.

16C. Enter any payment received toward the claim.

160, Subtract 168 and 16 from 16A and enter the remainder for amount of
food stamp fraud claim to be collected.

Signature Block

Enter Eligibility Worker's name and date.
Enter Eligibility Worker Supervisor's name and date of review.

Documentation

Use this section if additional space is reguired to document action taken on the
claim or to document other information required by the county.




